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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed. All

{iseases in Port | must be casually related. Coroner cannot certify to o deoth due to natural couses.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIF

ALED NOV 121957 L2

Registration District No. ...

Primary Registration District No, ...

34933

ICATE OF DEATH

STATE Fl LE NUMBE

Ragistror's No. 1180_..

R

1. PLACE OF DEATH

2. USUAL RESIDENCE {Whers deceased lived. [f institution: Re

sidence before’

24, FUNERAL DIRE ADDRESS

S5t.

5 TE RECD. BY LOCAL REG
Josaph,} o%m ~3

dmis
o COUNTY Buchanan o STATEWY ggourd b SOUNTYBychan¥H7”
b. CITY {If outside corporate limits, give TOWNSHIP only} | Inside Limits c. CITY Inaide Limits
OR -
TOWN St. Joseph Ye¥i Nem vom Obt. Joseph D|I7r vedli Moo
<. rﬁglgFl’-l‘?:#EOF (I NOT inhospital, givelocation)|Length of stay in 1b 4. STREET © (i sutside, give lecation) ’ Eesidc on Farm
INSTITUTION 417 South 16 St.| 42 Yrs. ADDRESS 417 South 1A St. | Yesa NeX
3. MAME OF First Middle Lant 4 n.us Month  , Day Year
DECEASED - -
(T¥pe or print) Frank Tverett Terrell AN 20 1957
5, SEX /16 7. B. DATE OF BIRTM 9. AGE (fn years | IF uubcnl YEAR |IF UNDER 24 HRS,
[6-cotor OR RACE Marriep [X] sever marmeo [ | Tt hirehe o e W B ey
Male Negro winoweo [J ovorcen [ Anril 30,1580 A8 ]
“{10a. USUAL OCCUPATION {Qive kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City andd atafo or country} r‘_ "2, CITIZEN OF WHAT COUNTRY?
duriag moxt of working life, even if retired) ~ e
Custodian Art Center Bldr.Favette, Missouri U.S.A.
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME '
Williasm Terrell Mattie Canole
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT - Address Cit
(Yes. mo, or unkngun) {1} wee. give war or dales of sarvice) l"y
No 12-07-3839| irs Stﬂlla Ter‘r'ﬂll 417 30. 16 _5t.
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, and {¢}.] INTERVAL BETWEEH
PART |. DEATH WAS CAUSED BY: / l - | ONSEF AND x‘”“
IMMEQIATE CAUSE (a) 1 @ va Oy ¢_ and . aJ o Howrs
Conditions, ifan¥, ) oue To (b) /'/‘1 & 1l¢-t £ 7 gvn Sﬂl'ﬂ-’ lrd s 3
which gave risg to 4
2 c:uu ;l . . B
z Tring " cauee o, | ovE T0 (© A F‘ftwt ofchero Ty iz LI
=] PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a) 19. WAS AUTOPSY
[ PERFORMED? 2’
3 33X vis(J wo Kl
:—: 2a. ACCIDENT SUICIDE HOMICIDE j 20&. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part I or Part 1 of item 18.) !
g ] (] O
é e, TIME OF  Hour  Month, Day, Yeor| .
o ¢ WJURY - e . m, . . . PN
E p.m. '
X | 20d. INJURY OCCURRED 20¢, PLACE OF INJURY {e. ¢., in or ahout home, [ 20f CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE | farm, factory, street, affice bidg., ete)
WORK AT WORK
2l. I actended the decoased from 5” 3o.¥ 7 e L O- RY .57 and last aaw ﬁi alive on /0-24-37
Death occurred at 7 H 1 O A _mon the date atated above; and to the best of my lznow]’sd‘e from the causes atated.
220. SIGNATURE . . / 3. (Degreeogtiiey - . . 225, ADDRESS - T22¢. pate siGuED
Vaj /E J(/tc.av/vé / ’Q'O 1tes M ‘7‘ 3 /our& WMol /0-3/-57
23a, BURIAL, cniua‘r!ou). 235, DATE’ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cit§! toren or county) (Sta’e)
EMOVAL ( Specify . K . . - :
ur Cct.31,1657]| Ashland Cemeterprv * i1St, Josgenh, Miscouri
NATLRE

26, REGISTRAR,

4 {Licensed Embalmer’'s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

ay .

1 hereby certify that the Sody whose name is recorded on the reverse side of this certificate was em

working under my personal supervision..

Student....oooniemiii it iainere s ire i
Slpuurc of Student Embalmer

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW ING. (F
to comply with the above constitutes grounds for revocation of license). . |

If embalmed by a STUDENT, he alsc shall sign in his OWN handwntmg

If this body is not embalmed, fact should be so stated above.

[



